information that delineates the various risk factors in pregnancy. With this information, policies can be specified that lead to a decrease in the number of women at risk or an increase in the birth weight of newborns.
In biological terms, the twin contributors to low birth weight are intrauterine growth retardation and prematurity.4 Clinical medicine associates these determinants with maternal age, parity, and prenatal complications.9 Clinical risk factors, however, may be indicators of many things. One explanation is that they identify women who have a biological predisposition to a low intrauterine growth rate and prematurity that result in poor outcomes. In this explanation, the different risk factors simply predict underlying clinical pathology.'°H owever, they might also be identifying women who do not receive care or, if they receive care, women who receive poor quality care that does not meet their medical needs.1' Socioeconomic risk factors, such as education and income, influence the mother's nutrition, exposure to disease, and perinatal care decisions. Women may also not make optimal choices, such as being delivered by a trained practitioner, and these choices are also associated with socioeconomic status. Behavioural choices in turn will affect birth outcomes. ' The dependent variable (used in the model) is birth weight, expressed as a continuous variable, reported by mothers at the time of the survey. We considered using birth weight data collected from official sources or hospital records because it has the advantage of using measurements that are recorded at the time of the birth. However, it also has the major Correlates of birth weight Mothers more than 35 years old gave birth to babies that weighed 164g less than other mothers (significant at the 0.05 level). Mothers aged less than 16 also exhibited a large but statistically insignificant lower birth weight even when considerations were made for primiparous births. The lack of statistical significance might be due to the limited sample size of mothers less than 16, but the direction and magnitude were similar to that of older mothers. Firstborn children (to nulliparous mothers) consistently weighed less than other babies, but babies born to nulliparous or grand multiparous mothers weighed the same. Thus, the clinical risk factors of age and parity clearly identify Jamaican women at risk. The question remains, however, as to whether these clinical markers were genuine risk factors or just proxies for socioeconomic status.
The second column reports the results of the model that adds socioeconomic factors. The addition of socioeconomic factors and location does not alter the estimated impact of the clinical risk factors. These results also show that mothers in households with larger per capita consumption have babies with heavier birth weight. The point estimates indicate that a 1 % increase in per capita consumption was associated with a 595 g increase in birth weight. These findings reflect the importance of economic resources in Jamaica and are similar to findings from studies done in developed countries.8 Location explains a significant amount of the variation in birth weight (the r2 increases from 0.036 to 0.064). By contrast, education in Jamaica is not significantly associated with an increase in birth weight in these data. This may reflect the fact that nearly all Jamaican women report having a primary education and that there are only limited benefits of more education without higher in-comes. Several interaction terms were tested to see if the effect of age or parity varied in relation to education but these did not predict differences in birth weight and added little to the estimation. Testing was done for non-linear education effects but this had little additional explanatory power. In addition, interaction terms between age and parity, age and education, and education and consumption were individually and jointly rejected at conventional significance levels.
Discussion
In this study we have estimated multivariate regression models of the determinants of birth weight by simultaneously considering both clinical and socioeconomic risk factors. We found that when socioeconomic factors were controlled (education, economic status, and location), the clinical risk factors remained important. This means that the measures of parity and age are not just picking up poor women or women with less education, but rather indicate separate risks. Since the clinical coefficients were not confounded (that is, decreased) by the addition of the socioeconomic measures, this suggests that socioeconomic factors are not just proxies for clinical criteria. These findings are useful because they help substantiate the use of these two common clinical risk factors by health care workers and policy makers in developing countries.
The study also found that socioeconomic measures and location had important effects on the outcome. In Jamaica, if consumption increased by 100%, it was associated with a 59. 5 
Policy implications
In public health policy, the main objective of prenatal care is to identify women at risk and then to intervene to prevent low birth weight. The term "quality of care" refers to measures of the attributes of care and these are generally divided into the categories of structure, process, and outcome. 4 34 In this paper the primary concern is only with the "outcome" of birth weight as a measure of quality in Jamaica. The 
